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Fxecutive summar 


The “Treat 3 Million by 2005 Initiative” — the “3 by 5 ini- 
tiative”, launched by the World Health Organization 
(WHO) and the Joint United Nations Programme on 
HIV/AIDS (UNAIDS) — provides additional hope that mil- 
lions of people with HIV/AIDS will have access to life- 
saving treatment in the coming years. However, even if 
antiretroviral therapy (ART) is delivered to three million 
people in developing countries by 2005, this accounts for 
only half the number of people in need of life-saving 
HIV/AIDS treatment and care. Furthermore, the “3 by 5 tar- 
get” represents only an urgent first step in an effort that will 
have to be sustained for the lifetime of those receiving the 
treatment and for the duration of the epidemic — at least a 
matter of decades. In response to the serious ethical and 
operational challenges presented by this situation, WHO 
and UNAIDS convened an international consultation on 
Ethics and Equitable Access to Treatment and Care for 
HIV/AIDS to clarify the ethical principles and concerns 
that should be addressed in the progressive scaling up of 
ART programmes. The following is a summary of the con- 
clusions reached during the meeting. 


The 3 by 5 initiative specifically - and expansion of 
access to ART in general — is about people living with and 
affected by HIV/AIDS. They comprise the essential 
resource for input, involvement and cooperation if the 3 by 
5 target is to be reached. In order to generate demand and 
ensure adherence, every effort must be made to overcome 
stigma and discrimination and to support the mobilization 
of communities and people living with HIV/AIDS. A holis- 
tic approach to the scaling up of ART, locating it firmly in 
a comprehensive response to the epidemic and in the pri- 
mary health care context, will go a long way towards achiev- 
ing the broad goals of HIV prevention and care, alleviating 
the impact of the epidemic, and benefiting health systems 
in general. 


Human rights, laws and ethical principles provide guid- 
ance on expanding access to ART in a just and equitable 
manner. The human rights to life, health, equality and 
nondiscrimination oblige states to provide HIV-related 
treatment and care without discrimination to all those who 
need it. Guided by ethical principles and human rights, the 
ultimate goal is universal access to HIV/AIDS treatment 
and care. Towards this end, governments and donors 
should develop practical and sustainable strategies and 
plans that include timetables and benchmarks as part of 
their commitment to the progressive realization of the 
right to health, including the right to ART and other aspects 
of care for people with HIV/AIDS. 


The principles of utility, efficiency, fairness and sus- 
tainability are the critical ethical principles that should 
guide efforts to select those who will have priority for 
receiving ART and to determine where and how ART will 
be provided. Broadly, these principles seek to: 


» maximize all benefits (including, but not limited 
to, health benefits) that stem from the use of limited 
resources; 


» distribute these benefits in a way that is fair, and 


) where appropriate, compensate those who have 
been harmed or who have taken particular risks 
related to HIV/AIDS, such as participants 
in research. 


Depending on the weight given to these principles, various 
groups could be chosen to benefit from the early provision 
of ART. In no particular order of priority, these include 
those close to death from AIDS, health care workers, par- 
ents, pregnant women, the poor, sex workers, injecting 
drug users, men who have sex with men, people who have 
participated in HIV-related research and people who were 
infected because of negligent blood transfusion. 


Because reasonable people may disagree on which 
sroups should be given priority based on ethical consider- 
ations, fair processes are needed for discussions and deci- 
sions about who should get ART, when, how and where. 
Public, transparent, inclusive and revisable processes will 
help to ensure that the decisions regarding who receives 
ART are equitable, and are acceptable to those affected by 
them. Such processes should be conducted at various lev- 
els within a country and should involve all stakeholders, 
including people living with HIV/AIDS and other margin- 
alized groups. Implementation of a fair process will help to 
educate people about ART, generate demand for HIV pre- 
vention and care services, mobilize people around health as 
a right, and increase transparency and public accountabili- 
ty. Itis recommended that fair process be implemented as 
soon as possible, wherever possible, and that initial steps 
should involve planning, training, workshops, develop- 
ment of indicators and research regarding fair process. 


Immediate steps can be taken to provide ART to those 
with advanced AIDS-related disease who report for treat- 
ment where the infrastructure is already in place to support 
ART using simplified treatment guidelines. Governments 
should make efforts to build infrastructure where there is 
none and, simultaneously, to reach out to marginalized 
groups in other ways, such as through public information 
and education campaigns and social marketing of testing, 
counselling, treatment and care. 


The goal of universal access means that cost and/or eco- 
nomic status must not be a barrier to access to treatment 
and care, and particular efforts should be made to enable 
the poor to gain access to treatment. Strategies should be 
developed to provide ART free at the point of delivery to 
those who cannot afford it. In systems where health care is 
partially or totally financed on a private basis, cost recovery 
for ART could involve a mixture of public and private 
schemes to cater for different income groups — free to those 
who cannot pay and have no health insurance, payment by 
insurance schemes for those in the formal workforce, and 
payment out of pocket by those wealthy enough to do so. 
However, if cost recovery schemes prove inefficient or 
obstructive to access, free delivery to all should be consid- 
ered. In addition to poverty, there are other barriers to equi- 
ty that must be addressed. These include stigma and dis- 
crimination; harmful gender norms; lack of governance, 
transparency and accountability; corruption; and ethnic, 
educational and/or geographical isolation. Women repre- 
sent a large group who may be denied access for reasons 
other than lack of wealth, such as discrimination. 


In addition to the provision of the drugs themselves, 
the integration of ART into health services provides a crit- 
ical opportunity to improve national health overall and to 
strengthen primary health care systems. To seize this 
opportunity, the necessary steps must be taken to inte- 
grate ART delivery into local primary care networks; avoid 
vertical programmes; improve systems for the procure- 
ment of essential drugs and their distribution and moni- 
toring; set up sustainable government financial systems; 
address the human resource crisis in health care through 
adequate salaries, incentives, and training; and involve 
and support communities, social services and associations 
of people living with HIV/AIDS. It will be necessary to 
develop indicators and systems by which to monitor and 
evaluate the efficiency and fairness of ART delivery, the 
extent to which a fair process has been achieved, and the 
overall effects of ART on national health systems and the 
delivery of health care. 


The challenges involved in the equitable provision of 
HIV/AIDS treatment and care are undeniably huge. 
However, with sufficient commitment to appropriate ethi- 
cal principles, to a comprehensive and primary health care 
approach, and sustained national and international solli- 
darity, expanding access to ART holds the promise of sav- 
ing the lives of millions of people living with HIV/AIDS, 
on an equitable basis, while supporting health systems 


for all. 


Introduction 


1. Inequities in health care have meant that many people 
worldwide have suffered disease and death from preventa- 
ble or treatable conditions because they could not access 
the necessary treatment and care. Since the introduction of 
ART in 1996, the HIV/AIDS epidemic has cast a glaring 
light on these inequities, as millions of people have died, 
and continue to die, because they could not afford this 
treatment. Of around 40 million people now living with 
HIV/AIDS, it is estimated that six million are urgently in 
need of ART to avoid death within about 2 years. However, 
although the prices of antiretrovirals have dropped dra- 
matically in least developed countries, and there is 
unprecedented political commitment and financing for 
treatment, fewer than 7% of those in developing countries 
who need antiretrovirals are receiving them. 


2. On 22 September 2003, LEE Jong-Wook (Director- 
General of the World Health Organization) and Peter Piot 
(Executive Director of the Joint United Nations Programme 
on HIV/AIDS) declared this dire lack of access to life- 
saving treatment and care a global health emergency. In 
response, WHO and UNAIDS launched the Treat 3 million 
by 2005 initiative — the 3 by 5 Initiative.’ The target of this 
mobilizing effort is to ensure the provision of ART to three 
million people living with HIV/AIDS in poor countries by 
the end of 2005. In addition to being a public health imper- 
ative, the need to provide ART is founded on the obliga- 
tions of states to ensure the human rights to life, health, 
equality and nondiscrimination. The 3 by 5 target is con- 
sidered to be the first step in an urgent effort to achieve 
universal access to ART for all those who need it. The core 
principles governing the implementation of the 3 by 5 ini- 
tiative include urgency, equity and sustainability. 


3. The provision of ART to three million people by 2005 is 
a daunting, but achievable, challenge. However, this target 
accounts for only half of those presently in need of ART. 
The fact that the need for ART exceeds the current ability 
to deliver it means that some will receive treatment and 
others will die. Such a situation poses grave ethical issues 
for the governments, international agencies, nongovern- 
mental organizations, institutions and health care workers 
working to scale up access to ART. The most compelling 
of these ethical dilemmas involve choices that will affect 
the life and death of millions of people. However, other 
serious ethical concerns surround the potential diversion 
of resources from other health and social needs, as well 
as the possible effects of vertically-implemented ART 


programmes on fragile health systems, communities 
and families. 


4. In an effort to help ensure the ethical distribution of 
treatment and care for those with HIV/AIDS, WHO and 
UNAIDS convened an international consultation on Ethics 
and Equitable Access to Treatment and Care for 
HIV/AIDS. The consultation was organized by the WHO 
Department of Ethics, Trade, Human Rights and Health 
Law, in collaboration with the Department of MDGs, 
Health and Development and the Department of 
HIV/AIDS along with the UNAIDS Secretariat. The objec- 
tives of the meeting were as follows: 


D To elucidate issues of ethics and equity that might 
arise in the course of implementation and scaling 
up of ART programmes. 


D To lay the groundwork for the formulation of 
guidance to help governments and other partners 
to implement ART programmes in an ethical and 
equitable manner. 


» To consider indicators by which equity in 
implementation and distribution can be monitored. 


5. The participants at the consultation included treatment 
providers, physicians and other health care workers; ethi- 
cists, lawyers and human rights advocates; and representa- 
tives of governments, international agencies, nongovern- 
mental organizations, academia, and groups of people liv- 
ing with HIV/AIDS (see Annex 1 for list of participants). 
The participants reviewed three background papers at the 
meeting: 


D Ethics and equity in access to HIV treatment: 
“3 by 5” initiative, by Dr Ruth Macklin. 


D How to achieve fair distribution of ARTs in “3 by 5”: 


fair process and legitimacy in patient selection, 
by Dr Norman Daniels. 


D “3 by 5”, priority in treatment and the poor. 
POV/HDP/SDE/WHO. 


6. A summary of the major issues raised and of the discus- 
sion about them that took place at the meeting is provided 
in this document. The insights gained from this meeting 
have been used by WHO and UNAIDS to develop guidance 
intended to assist in ensuring the equitable distribution of 
ART, and standards and procedures by which to monitor 


and evaluate equitable implementation of ART pro- 
grammes. 


Py a detailed description of the 3 by 5 initiative, see: WHO/UNAIDS. Treating 3 million by 2005, making it happen 
the WHO strategy. Geneva, World Health Organization/Joint United Nations Programme on HIV/AIDS, 2003. 


Nature of ethical guidance 


7. Throughout the meeting, participants discussed the 
nature of the ethical guidance that would be useful to coun- 
tries and other bodies that are scaling up ART pro- 
grammes. Dr Thierry Mertens (WHO) in his presentation 
entitled What guidance to offer on achieving fair access to ART 
emphasized that the debate concerning equity in the pro- 
vision of ART must be considered within the changing con- 
text and time frame of the 3 by 5 initiative. This context is 
characterized by uncertainty in the estimates and forecasts 


of: 


D the number of people living with HIV/AIDS, taking 
into accout the estimate that some 80% of these 
people do not know their HIV status; and 


D the number of people who will need ART over 
the next few years (possibly from 6 to 12 million 
people). 


Producing estimates is complicated by the fact that even 
when people do know that they are HIV positive, they 
might not come forward for reasons of stigma and dis- 
crimination. Indeed, one of the greatest initial challenges 
is to create demand for treatment (see also paragraphs 70 


and 71.). 


8. Equity must be considered in terms of various dimen- 
sions, such as socioeconomic status, geographical location, 
age, gender, severity and duration of infection, and vulner- 
ability. In the light of other rampant diseases and wide- 
spread undernourishment, governments have voiced con- 
cern about favouring HIV/AIDS patients, in particular 
with regard to providing ARTs free at the point of service 
while other HIV/AIDS-related care and treatment for oth- 
er diseases, has to be paid out of pocket. Dr Mertens 
stressed that scaling up ART should serve to strengthen 
health systems through improvements in drug procure- 
ment policies, financing, a sufficient number of trained 
health staff, health information systems, logistics systems, 
public-private partnerships and community partnerships. 
He gave a critical appraisal of the issue of subsidies and 
emphasized the need to build up social security systems to 
ensure sustainability. The difficult question is how to 
include the excluded, particularly in the light of the knowl- 
edge that targeting strategies have so far proven very diffi- 
cult to implement. 


9. Dr Michel Jancloes (WHO) spoke of the particular chal- 
lenges in providing technical assistance to government 
officials and others who will be implementing ART pro- 
grammes. He gave examples of actual issues that will be 


faced by those in country: 


» How can ART be justified when primary health 
care is not being provided? 


» How can ART be provided free of charge when 


the same patients must pay out of pocket for malaria 
care? 


» How can the authorities ensure that a health centre 
has a balanced budget to deal with patients who 
are not infected by HIV as well as those who are? 


» How will funding be sustained? 


b Should governments start programmes where there 
is minimal capacity or where there might be greatest 
impact? 


» How can the appropriate balance between HIV 
prevention and care be achieved? 


b What should be the policy of governments towards 
private HIV/AIDS clinics? 


The politics of equity form the backdrop in considering all 
of these questions; it is “ethics in action”. 


10. Dr Jancloes urged that the meeting should not result in 
a generic document on ethics and equity that would not be 
useful to those in country. Rather, the participants at the 
meeting should assist WHO and others in offering 
ongoing, practical advice on the kinds of questions faced by 
implementers. Towards this end, countries need: 


D context-specific advice for health care implementers, 
as well as for those working with various branches 
of government, donors, the press, the private sector, 
etc; 


PD access to best ethical practice, especially that of 
neighbouring countries; and 


D assistance in building capacity in policy analysis and 
development which includes ethical considerations. 


11. In this context, the participants urged that ethical guid- 
ance produced by WHO and UNAIDS should be both 
grounded in intellectual and academic knowledge, and 
practical so as to address the actual issues being faced by 
governments and others. It was pointed out that the task of 
developing guidance on equitable access to HIV/AIDS care 
is extremely important because such guidance could serve 
as a standard of equity in care for other health pro- 
grammes. The participants at the meeting felt that guid- 
ance should be able to lead implementers from little or no 
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access to universal access to HIV-related treatment and 
care, based on a consensus that universal access is the only 
truly ethical outcome. 


12. The participants at the meeting discussed the nature of 
the guidance that would be most useful to governments 
and to others trying to implement ART programmes. In 
particular, participants discussed whether WHO/UNAIDS 
should provide specific advice on issues about which coun- 
tries might disagree, leave room for decentralized decision- 
making, and/or provide guidance only as to process. One 
participant raised the issue of the need to find a balance 
between offering principles alone, which would be “too 
soft”, and issuing directives, which would be too strong. 
Another participant felt that it would not be possible to be 
prescriptive beyond requiring that relevant considerations 
be taken into account through a fair process. Recognizing 
that guidelines that work in one country may not work in 
another, a number of participants felt that the most that 
could be achieved would be to define the relevant questions 
and let countries develop their response in a context-spe- 
cific manner. The participants generally agreed that mod- 
els for guidance should include some version of three 
broad components: 


D a list of ethical issues to be resolved; 


» ethical principles and an acceptable process 
by which to consider the relevant issues; and 


} indicators for monitoring and evaluation. 


13. Various participants urged that guidance on the ethical 
delivery of ART be contextualized as far as possible. In this 
regard, some participants suggested that generic guide- 
lines should be supplemented with specific case studies 
based on real conditions and actual experience, including 
lessons learned from such countries as Brazil, Cambodia 
and Malawi. This might also be done through a pragmatic 
rapid feedback approach by which policies and guidelines 
are continually revised in the light of experience obtained. 
Other participants suggested that WHO produce hypothet- 
ical case studies that describe how ideal and ethically-guid- 
ed plans for the expansion of ART might look under dif- 
ferent political, economic, social and health systems, cir- 
cumstances and conditions. One participant suggested that 
WHO provide countries with evaluations, in terms of equi- 


ty and ethics, of their national plans for the equitable deliv- 
ery of ART. 


14. The participants at the meeting urged that the guidance 
not be over “medicalized”, but that it should also include 
reference to non-health interventions that should be a part 
of efforts to expand access to ART, particularly those that 
would make greater access a reality for vulnerable groups. 
Such guidance would encourage the delivery of HIV treat- 
ment and care in a way that is sustainable and that supports 
society through a practical process of referrals to services 
that deal with the social and economic realities that under- 
pin the epidemic. 


15. Representatives from WHO confirmed that, whatever 
guidelines were produced, they would be subject to further 
consideration and iteration, based on dialogue and the 
reported experience of countries. It was intended that guid- 
ance would be clear (easily understood by all), simple (eas- 
ily applied), congruent (based on medically relevant crite- 
ria), equitable (ethically sound), non-discriminatory (no 
invidious categories), legitimate (fairly promulgated), pro- 
gressive (leading toward universal access) and measurable 
(attainment can be monitored). 


Role of human rights and law 


16. The participants at the meeting discussed the role of 


human rights and the utility of adopting a human rights 
approach to the equitable distribution of AIDS treatment 
and care. Participants stressed that principles of human 
rights comprise powerful sources of obligation, as well as 
guidance, concerning the provision of ART. In this regard, 


they noted the critical relevance to the implementation of 


treatment programmes of the rights to life, health, equali- 
ty and nondiscrimination, as well as the concept of pro- 
gressive realization. 


17. The participants at the meeting affirmed the right to 
treatment and care for people with HIV and AIDS as a part 
of the right to health. Furthermore, they discussed how 
under human rights jurisprudence, the goal is substantive 
equality which requires eradication of structural inequality 
across all diseases, not only HIV/AIDS, and is based on 
equal access to health services and equal outcomes. 
Therefore, special efforts to reach the poor and marginal- 
ized were considered valid means by which to attain this 


equity. 


18. The participants at the meeting discussed the concept 
of “progressive realization” of economic, social and cultur- 
al rights, including the right to health and access to health 
care and treatment. It was recognized that progressive real- 
ization is an accepted norm in human rights principles. 
However, it was also pointed out that many countries have 
not been willing and/or able to realize the right to health, 
among other rights, progressively over time. In this con- 
text, the participants urged that governments, and those 
supporting them, develop strategies with practical timeta- 
bles, benchmarks and targets for real and expeditious 
movement towards full realization of the right to health, 
including universal access to ART and other aspects of 
HIV/AIDS care. Participants recognized that meeting this 
target will be inherently difficult in countries where social, 
political and/or health systems are on the point of collapse. 


19. Some participants felt that the use of the human rights 
discourse is the most comprehensive and inclusive 
approach for achieving equity in access to ART. Other 
participants noted, however, that the content of human 
rights is often not sufficiently specific to provide guidance 
on many of the particular issues raised in the context of 
ART implementation. It was pointed out that in some 
countries human rights are considered supplementary to 
national law whereas in others, human rights are expressed 
in constitutional law, and litigation has compelled 
governments to implement programmes that guarantee 
universal access to ART. 


20. The participants at the meeting urged the development 
of as much synergy as possible between ethical guidance, 
on the one hand, and obligations under human rights and 
law, on the other. It was also urged that jurisprudence 
regarding human rights, including their interpretation in 
General Comments and the recommendations of treaty 
bodies, be used as sources of guidance and articulations of 
states' obligations. General principles based on solidarity, 
respect for human dignity and a collective response were 
also considered key to guidance on ethics and equity in 
implementation of ART. 


HIV/AIDS versus other conditions 


21. The participants at the meeting discussed the ethical 
dilemmas surrounding the provision of HIV/AIDS treat- 
ment in light of other equally compelling needs and condi- 
tions, and asked whether the drive to expand access to ART 
was a case of inappropriate “AIDS exceptionalism”. The 
participants stressed that finding an appropriate balance 
between the responses to HIV/AIDS and to other pressing 
health and social needs is one of the most critical ethical 
challenges for those working on the 3 by 5 initiative and 
other programmes. For this reason, they urged that any 
scaling up of delivery of ART should be done with due con- 
sideration of the impact it would have on the ability of gov- 
ernments and health systems to meet other needs. Such 
concerns reflect the ethical obligation to implement ART in 
such a way that health systems and overall health and social 
development, not only the HIV/AIDS situation, will bene- 
fit (for further discussion of this issue, see paragraphs 


62-66). 


22. Representatives from WHO and UNAIDS acknowl- 
edged the ethical dilemmas, but described the factors that 
have come together to compel a major global initiative 
on HIV/AIDS treatment and care. These include the 
following: 


» The impact of HIV is likely to cause the collapse 
of a number of countries within two generations. 


) Health systems are already collapsing under 
the weight of untreated AIDS. 


b A dramatic expansion of ART coverage has become 
more feasible as the medicines and diagnostics have 
become more affordable in low income countries, 
funding for AIDS care has increased, treatment with 
ART has been shown to be possible in resource-poor 
settings and simplified treatment guidelines have 
been developed. 


Relevant ethical principles 


23. Dr Ruth Macklin gave a presentation based on her 
paper, Ethics and equity in access to HIV treatment: “3 by 5” 
initiative, in which she outlined the ethical principles that 
are useful in selecting those who might be given priority in 
receiving ART. She pointed out that these ethical principles 
can conflict, as people can hold different opinions as to how 
much weight should be given to each principle. This leads 
to a need for a balancing of competing concerns. The two 
major relevant approaches to ethical principles are utility 
and fairness. The first evaluates the rightness of an act 
based on its ability to result in maximum benefit for the 
population in question; the second evaluates the justice of 
an action and its consequences. 


24. The utilitarian principle calls for policies that maximize 
health and/or other benefits for society as a whole in the 
most efficient manner. In the case of access to ART, apply- 
ing this principle to the medical criteria for selection of 
patients to receive ART would result in giving priority to 
people living with HIV and AIDS whose medical condition 
is such that they would respond better to treatment than 
those people who are so ill that any health benefit would be 
unlikely or limited. Criteria that would determine those 
who might receive priority based on grounds of efficiency, 
maximization of utility and of other social benefits might 
include those who already know their status and have a 
diagnosis of advanced AIDS, those identified as HIV-posi- 
tive in epidemiological studies, HIV-positive mothers iden- 
tified through centres offering programmes for prevention 
of mother-to-child transmission, infected partners and chil- 
dren of those already receiving ART, health care workers 
essential to providing care and treatment, and teachers and 
other groups providing essential social services. 


25. The principle of fairness is often expressed in a formal 
fashion: “Treat like cases alike; different cases differently”. 
However, because this principle does not state the criteria for 
treating cases alike or differently, it is necessary to consider 
substantive ethical principles, in particular, egalitarian, 
“maximin”, and “justice as compensation” principles. 


26. The egalitarian principle seeks to achieve equal distri- 
bution of resources, and in the case of access to ART, would 
seek to reduce disparities in the health status of those liv- 
ing with HIV/AIDS. When using this principle it would be 
necessary for implementers to choose what is to be equal- 
ized when priority for access ART is given to certain 
groups. In other words, should resources for health, health 
status, or access to health services be equal? 


27. The “maximin” principle gives preference to those who 
are “worst off” or least advantaged. Its application requires 
implementers to choose the criteria by which to judge who 


is “worst off”. Should they choose those whose health is the 
worst, those who are poorest, those who are the most vul- 
nerable or marginalized, or those who have the least access 
to health services? Implementers could also choose to give 
priority to the sickest or to those in most urgent need of 
treatment, that is, those “worst off if not treated”. Priority 
based on the egalitarian and/or maximin principles could 
be given to groups who are marginalized, at high risk of 
having HIV/AIDS, and/or those who do not have access to 
health or HIV/AIDS care, such as women, children, the 
poor, migrants, rural and ethnic populations, internally dis- 
placed people and refugees, sex workers, men who have sex 
with men and injecting drug users. 


28. Another ethical principle is that which seeks justice in 
the form of reciprocity or compensation, that is, rewarding 
people for something they have done (e.g. those who have 
participated in HIV trials, those who have been willing to 
come forward to be tested for HIV, or those who have dis- 
closed their status through public advocacy) or compensat- 
ing people for a harm that has been done to them (e.g. 
those who have been victims of unsafe medical practices or 
blood transfusion). 


29. In the discussion of these principles and their applica- 
tion, the participants at the meeting pointed out that there 
are two broad moral concerns: 


D to maximize all the benefits, not only health 
benefits, that are gained by use of limited resources 
—a principle of efficiency — with any losses being 
justified; and 


D to distribute benefits in a way that is fair, i.e. all in 
need of the benefit have a fair chance of receiving 
it — a principle of equity or fairness. 


30. In the context of rolling out ART programmes or of 
establishing the criteria for assigning priority among pos- 
sible recipients of ART, overall benefits may be maximized 
by using one strategy or set of criteria whereas equity would 
favour a different strategy or set of priorities. For example, 
the participants at the consultation recognized that in many 
settings the fastest way to reach the largest number of 
patients would be to scale up an ART programme at the 
centres that now serve the most patients (who tend to be 
the better educated and relatively affluent people living in 
urban areas and receiving care at university hospitals or 
similar institutions); yet this could result in ignoring — or 
at best, indefinitely postponing — actions to address the 
needs of people whose needs are more difficult to meet (i.e. 
those in remote locations, those who are members of mar- 
ginalized groups, and those who are unaware of their HIV 
status, often because they lack access to relevant HIV 


educational and testing programmes). Likewise, social util- 
ity would argue for selection criteria that prioritized groups 
such as HIV-positive mothers of infants (i.e. having inter- 
vened to prevent infection in the infant, the mothers 
should also be protected), affected family member(s) of 
those already receiving ART (to prevent ART being shared 
between family members which can render the therapy 
ineffective and increase the risk of drug-resistant viral 
strains emerging), and health care workers (i.e. because 
they are needed for the success of the ART programme). 
Yet considerations of fairness would not necessarily be met 
by such selection criteria. Furthermore, although medical 
and overall benefit would argue in favour of continuation 
of ART once someone has started it, notions of fairness 
would dictate against giving some people lifelong treat- 
ment if that meant that others received no treatment at all. 


31. Thus, the two general concerns — maximizing overall 
social benefits and giving everyone a fair chance — are often 
in opposition. The question becomes one of how much in 
overall benefits implementers should be willing and able to 
sacrifice to meet specific goals of fairness. It was pointed 
out that in times of emergency, such as the present global 
health emergency, efforts to obtain the greatest utility — to 
the detriment of fairness — are often more acceptable. 


32. The participants agreed that delivery of ART must 
involve considerations of both utility and fairness. But it 
was clear from the discussion that those present gave 
different weight to different factors. The following groups 
were suggested by individual participants as being deserv- 
ing of priority in part for the reasons given: 


D those who have participated in clinical trials 
(because, among other things, such trials help 
develop country-capacity, although one participant 
felt the offer of treatment might unduly induce 
some to participate in trials); 


) family members of those receiving ART (to prevent 
sharing of medication); 


} health care and hospital workers (because they 


are essential for the delivery of treatment to all 
recipients); 


b those for whom treatment might help reduce 


the likelihood of transmission (e.g. pregnant 
women); 


D those who are extremely ill (to prevent their death) 
and 


. 
? 


» those who were tested first (because they are “first in 
the queue” and may have shown courage in being 
willing to be tested in the face of possible 
stigmatization). 


Some participants also suggested that those likely to adhe- 
re well to the treatment regime would deserve priority (so 
as to avoid development of drug-resistance). It was noted, 
however, that adherence is a dynamic process and that the- 
re is no evidence that the likelihood of adherence can be 
anticipated with any certainty. 


33. The participants at the meeting acknowledged that it is 
very difficult, if not impossible, to reach agreement on how 
benefits should be weighed against fairness, or how equi- 
table access to treatment can best be achieved. For these 
reasons, it was felt that margins of difference should be 
allowed between states, and that the process by which deci- 
sions are reached becomes critical to ensure the acceptance 
and legitimacy of the choices made (see paragraphs 


36-42). 


34. Because human rights call for universal access, some 
participants were uncomfortable with the selection of par- 
ticular groups to receive priority and with the “positive dis- 
crimination” involved in such selection. In addition to the 
difficulty of agreeing on who was “most in need” or “most 
vulnerable”, one participant felt that some governments 
might misuse guidance that called for the selection of pri- 
ority groups to allow them to practise discrimination 
against particular groups and/or exclude them from ART. 
For these reasons, a number of participants emphasized 
the critical importance of keeping universal access as the 
stated goal, with an obligation on governments to demon- 
strate how they intended to achieve it over time. 


35. It was pointed out during the meeting that almost all 
current programmes for scaling up the provision of ART 
utilize some sort of social criteria for patient selection. 
These include a history of regular reporting to health facil- 
ities, adherence and the existence of some sort of treatment 
support. The use of such criteria was not discussed in 
detail. However, it was suggested that WHO and UNAIDS 
should evaluate the arguments and evidence for and 
against the use of such criteria. 


Fair process 


36. Dr Norman Daniels presented an overview of his paper 
entitled How to achieve fair distribution of ART in “3 by 5”: fair 
process and legitimacy in patient selection. Dr Daniels reiter- 
ated the lack of agreement on principles specific enough to 
determine fair distribution of ART, noting in particular the 
ethical controversies surrounding issues of eligibility, siting 
of services and priorities. He argued that, in the absence of 
agreement on fair principles, the implementers of ART 
programmes should rely on fair process (“procedural jus- 
tice”) to determine what is acceptable in a particular context 
and to provide legitimacy to the decisions taken. 


37. The elements of fair process would include: publicity 
(transparency); relevance as judged by appropriate stake- 
holders; revisability in light of new evidence, arguments or 
appeals; and enforceability. Steps toward the implementa- 
tion of fair process would involve clarifying institutional 
levels of decision-making, developing institutional struc- 
tures to address decisions at each level, training to develop 
competence in fair process, learning from experience and 
improving process through training and research, and 
developing mechanisms for enforcement. To become 
effective in this context, further research and training about 
fair process may be needed as part of ART scale-up. 


38. Dr Daniels pointed out that there would be certain con- 
straints to fair process. Human rights dictate against cer- 
tain unacceptable outcomes, such as the use of invidious 
categories. Furthermore, societies with undemocratic sys- 
tems would have difficulty in accepting or implementing 
fair process. However, Dr Daniels urged that, even in envi- 
ronments hostile to fair process, efforts should be made to 
introduce fair process and to improve it, wherever possible. 
Dr Daniels enumerated a number of benefits beyond the 
provision of HIV treatment that should result from the 
implementation of fair process, such as the introduction of 
standards that would serve as models for other decision- 
making regarding health systems, greater accountability 
and democratic empowerment. 


39. Some participants at the meeting expressed concern 
about the investment in time and money that fair process 
would require, particularly in the light of the emergency 
need for ART. The view was expressed that some stake- 
holders (e.g. government ministries, international institu- 
tions, nongovernmental organizations and activists) would 
be neither willing nor able, especially in countries on the 
point of social collapse, to take the time to implement fair 
process before beginning the roll-out of ART. At least one 
participant was uncomfortable with making fair process a 
condition for national scaling up. Another participant 
pointed out that some countries already have political insti- 


tutions and procedures in which they use all the elements 
of fair process, but still arrive at the wrong outcomes 
and/or exclude or ignore the most vulnerable. In such sit- 
uations, fair process would not necessarily result in ethical 
choices. 


40. While acknowledging these concerns about fair 
process, the participants embraced it as a critical means by 
which to establish legitimate and ethical priorities in the 
provision of ART and to make these priorities acceptable to 
those affected by them. Participants also felt that the use of 
fair process would help to achieve important goals beyond 
3 by 5. In particular, the use of fair process would offer an 
opportunity to enhance transparency, equity and gover- 
nance mechanisms in all aspects of health, including the 
improved ability of civil society to hold governments and 
donors to account in terms of health and new and better 
structures to inform decision-making. 


41. The participants at the meeting agreed that a focus on 
fair process should not delay a response to the emergency 
which is at the root of the 3 by 5 initiative. Nor should gov- 
ernments be allowed to use the development of fair 
process as an excuse to delay taking action. The partici- 
pants at the meeting recognized that it might not be possi- 
ble or desirable in some settings to implement fair process 
as an initial condition, but they felt that efforts to imple- 
ment fair process at the international, national and local 
levels should be undertaken as early as possible in the 
implementation process. In terms of the acceptance of fair 
process by people living with HIV/AIDS, it was felt that it 
would be acceptable to them as long as they believed that, 
when they are clinically eligible and it's their turn for treat- 
ment, ART will be available. 


42. The participants at the meeting urged that early efforts 
to implement fair process should include the following: 


D research on fair process; 
» the development of training materials; 
» workshops focused on training in fair process; and 


D the development of indicators by which to monitor 
and evaluate fair process and decision-making 
in the context of the scaling up of ART. 


The participants at the meeting stressed that an important 
challenge would be to guarantee meaningful participation 
of relevant stakeholders in fair process and it was sugges- 
ted that a research agenda be developed to investigate this 


issue. 


Priority of treatment 
andane poor | <a 


43. Dr Eugenio Villar presented a paper entitled “3 by 5”, 
priority in treatment and the poor. Dr Villar stressed that the 
pandemic of HIV/AIDS is not only a health emergency, but 
is also about human suffering and the failings of develop- 
ment, including widespread poverty, weak health systems 
with poor and inequitable health outcomes, and it has a dev- 
astating impact on, among other things, health systems and 
human resources. Nevertheless, in light of the political 
momentum surrounding the scaling up of ART, the finan- 
cial assistance earmarked for this purpose, and the broader 
context of achieving the Millennium Development Goals, 
the 3 by 5 initiative is also an important opportunity to 
address some of the needs of the poor and to strengthen 
health systems through a pro-poor approach. “Poverty” is 
defined to include not only economic poverty, but also the 
social and political dimensions of poverty. 


44. Lessons learned from local and national successes in 
the provision of ART indicate the importance of the follow- 
ing factors: strong political support, planning based on 
effective disease surveillance, public finance mechanisms 
to protect the poor, uninterrupted supply of drugs to facili- 
ties, legislation to guarantee low cost of drugs, health care 
networks anchored at the lowest level of care with an effec- 
tive upward referral system, outreach programmes, home 
care and community participation involving community 
workers, and resources for advocacy and demand stimula- 
tion. Furthermore, any scaling up of ART should be 
achieved through an overall primary health care approach. 


45. Many of the participants at the meeting felt a pro-poor 
approach to be critical to the ethical implementation of ART 
programmes. These participants felt that, unless a system- 
atic, concerted effort is made to reduce disparities and 
inequities in health care and to ensure that the poor bene- 
fit, the “better off” will be the ones who receive ART first. It 
was felt that a pro-poor approach would be necessary to: 


}) enable the poor to gain access to treatment 


(whereas the wealthy are able to gain access 
with their own resources); 


) make the process of selecting beneficiaries 
as egalitarian as possible; and 


) move towards greater equity in health care between 
the rich and the poor. 


Furthermore it was pointed out that the relationship bet- 
ween poverty and stigma is being increasingly recognized. 
Offering treatment to the poor will help to change the dyna- 
mics of that relationship and overcome stigma. 


46. The participants at the meeting urged, however, that 
care must be taken with regard to the definition, use and 
implications of the term “poor”. It was pointed out that 
there is great variability within and between countries con- 
cerning who is classified as poor. Furthermore, use of the 
term “poor” often masks the denial of human rights, 
including injustice meted out to certain sectors of the pop- 
ulation because they are different; the failure of govern- 
ment and leaders to meet their social and economic obliga- 
tions; and the diversity among those classified as “poor”. 


47. The participants at the meeting further noted that the 
goal of equity would not be entirely attained by a pro-poor 
approach. Depending on the nature of the epidemic in a 
particular country, the poor might not necessarily be those 
in the greatest need of access to ART. Furthermore, in 
many countries, barriers to equity stem from factors not 
associated with wealth or poverty. These barriers include 
gender; lack of governance, transparency and accountabili- 
ty; corruption; stigma and discrimination; educational 
and/or geographical isolation. Thus, there is a need not only 
to focus on the poor, but also to focus on those marginal- 
ized by factors other than poverty. 


48. Some participants were uncomfortable with the focus 
on the poor. One participant wanted to clarify the justifica- 
tion for giving the poor priority asking whether it was to 
compensate for other harms done to them because they 
were poor. Another participant felt that a focus on the poor 
was redundant since the countries in which the burden of 
disease is highest are also by and large the poorest coun- 
tries, and within these countries, HIV/AIDS generally 
correlates with poverty. 


Cost recovery or free 
at point of delivery? 


49. The participants at the meeting did not agree on _ it. Such a policy could reduce the pool of people to whom 

whether provision of ART should be free for all at point of _ ART could be provided and/or reduce the sustainability of 

delivery or be subject to cost recovery for those with the _ the programme. Thus, they urged that only the poor should 

means to pay. The participants, however, did agree that cost _ be offered free delivery of ART. 

should not be a barrier to access for anyone needing treat- 

ment. Some participants felt that the decision on whether 52. A number of participants felt that cost recovery for ART 

or not to provide ART free at point of delivery to all must be could involve a mixture of public and private schemes with 

left to individual countries based on the realities pertaining _ different delivery mechanisms for different segments of the 

in each. To do otherwise might result in the disruption of population — free to those who cannot pay and have no 

existing systems. insurance; payment by insurance schemes for those in the 
formal workforce; and payment out of pocket by those 

50. A number of participants felt strongly that ART should wealthy enough to do so. 

be provided free at point of delivery to all who needed it. It 

was noted that: 


D It is difficult to determine ability to pay, and costly 
and inefficient to administer “sliding scale” 
programmes. 


D Even low costs for drugs constitute an insurmountable 
barrier for many of the people wanting to start 
treatment. 


» Evidence shows that even when drugs are inexpensive, 
some patients who have started therapy discontinue 
it when they can no longer afford it, or do not 
purchase their drugs regularly. 


» Where services are free, it still costs people 
a significant amount of money just to come 
in for treatment. 


In the light of this knowledge, every effort should be made 
to enable people to feel confident enough to become 
connected and stay connected to health services. Any effort 
to recover costs would have the opposite effect, and would 
therefore constitute a serious barrier to equity and achieve- 
ment of the eventual goal of universal access. 


51. Other participants, however, noted that cost recovery 
was entrenched in many systems. It would be difficult to 
exempt ART from cost recovery when patients are required 
to pay for other health services and medications, particu- 
larly if the provision of ART is well integrated into the 
health care system. Some participants expressed the view 
that, where resources are limited, it would be unethical for 
governments to provide ART free to those who can afford 


Urgency, emergency 
and sustainability 


53. The participants at the meeting discussed both the 
“emergency” nature of the 3 by 5 initiative and the “long- 
term” nature of ART itself, and the implications of charac- 
terizing the scaling up of treatment in either of those ways. 
The need for urgency is self-evident: several thousand peo- 
ple are dying each day from a treatable and preventable dis- 
ease. This has been the case for many years, even though 
the treatment gap was not declared a global health emer- 
gency until September 2003. On the other hand, the treat- 
ment gap arises from a number of factors, including deep, 
ongoing structural problems and reflects a long-term crisis 
that is likely to last for decades. 


54. Thus, the participants at the meeting recognized that 
the 3 by 5 initiative calls for responses that are not only 
urgent and immediate, but that will also be sustainable 
throughout the lives of those receiving treatment, as well as 
over the course of the epidemic. In particular, donor gov- 
ernments and private funding agencies will have to make 
decisions about funding that will need to continue for many 
years to come. Also, donors and governments respond very 
differently to emergencies and to long-term structural 
issues and private funders often make grants only in the 
short term. 


Implementation issues 


55. Participants discussed the context in which the 3 by 5 ini- 
tiative is operating. Although many of the countries 
involved have national plans and have approached and/or 
received funding from the Global Fund, the World Bank's 
Multi-Country AIDS Program and the US President's 
Emergency Plan for AIDS Relief, few of these countries 
have had experience with a public health challenge of this 
magnitude. Furthermore, many countries are trying to 
implement ART under conditions of poverty, political and 
social breakdown, corruption, and/or collapse of health sys- 
tems. 


In this regard, participants urged that incentives are nee- 
ded to encourage governments to act responsibly and meet 
their international and national obligations in the provision 
of health care and the fulfilment of other human rights. 
Transparency, accountability and the participation of 
civil society should become critical components of 
implementation. 


56. It was pointed out that many national plans for the pro- 
vision of treatment and care for people with HIV/AIDS are 
mostly technical, do not address equity issues (or do so ina 
medicalized manner), and are only just beginning to incor- 
porate targets commensurate with those called for by the 3 
by 5 initiative. The participants at the meeting urged that 
the scaling up of ART should be within the contexts of: 


D broader development goals; 
b a comprehensive response to HIV/AIDS; and 


D primary health care delivery, to the degree possible. 


Furthermore, national plans for scaling up should involve: 
» a detailed road map for universal access; 


b ways to strengthen governmental financial 
and health care systems; 


» a workable strategy based on multisectoral support; 
» strong involvement of local communities; and 


b methods by which to monitor the process. 


57. The participants at the meeting discussed the practical 
issue of where to start. There was general agreement that 
immediate efforts should be made to treat people already 
identified as being HIV-positive, in need of treatment, and 
reporting for care, based on the ethical imperative to offer 
treatment as soon as possible. Some participants argued 
that in this group of people, the principle of a queue — first 
come, first served — should be applied. 


58. It was recognized, however, that the majority of those 
already in the health system are likely to be those better 
served (“better off’) than many others and that this group 
does not always include the people who should receive pri- 
ority treatment. Furthermore, investment in people already 
in the system could have opportunity costs for those not in 
the system. For these reasons, it was stressed that, although 
implementation should start with known eligible cases, 
simultaneous efforts should be made to develop and imple- 
ment strategies for the identification of new and hard-to- 
reach cases and for bringing them into the system. These 
efforts would involve expansion of testing and counseling, 
and outreach to underserved or marginalized populations, 
such as the poor, women and children, migrants, men who 
have sex with men, sex workers and intravenous drug users. 


59. There was also discussion as to where the programmes 
providing ART should be located. The discussion illustrat- 
ed the complexity of the competing and overlapping con- 
cerns of efficiency and equity. Short-term efficiency dictates 
that provision of ART should begin in areas where the 
necessary infrastructure is already in place, whereas both 
equity and long-term efficiency dictate investment in 
infrastructure in rural and underserved areas so as to 
eventually serve broader health needs. 


60. The participants at the meeting felt that overcoming 
barriers to health care (in terms of health-seeking behav- 
iour, and of cultural, social and geographical barriers) and 
reaching underserved people are among the most impor- 
tant challenges of ART scale-up. Thus, participants felt that, 
if it was necessary for immediate scaling up, provision of 
ART could ethically begin where present capacity allows it 
(often in capital cities and university hospitals), provided 
that steps were taken simultaneously to plan for and imple- 
ment programmes in rural areas and among marginalized 


groups. 


61. Citing the example of Brazil, one participant described 
the dynamics of scaling up the provision of care in the con- 
text of achieving universal access. In Brazil, health care was 
declared a right in the Federal Constitution of 1988. In 
1996, a federal law was approved granting free ART to all 
HIV-infected patients who have medical indications for 
treatment. The Brazilian AIDS Program established clini- 
cal centres, laboratory infrastructure (providing free viral 
load and CD4 counts), condom distribution and outreach 
programmes. In the first year, two thousand people were 
receiving ART and by 2004, 130 000 were on ART. Sixteen 
drugs are available, eight of which are produced locally by 
public laboratories. It is estimated that the total expenditure 
on ART (1996-2002) was around US$ 2.4 billion and, in 
response to criticism that these costs were too high, the gov- 
ernment reported that besides the social gains (better qual- 
ity of life, and reductions in morbidity and mortality) there 
was actually an estimated saving of US$ 2.2 billion in this 
period (as a result of the reduction by 90 000 in the num- 
ber of AIDS-related deaths, prevention of over 58 000 new 
cases of AIDS and avoidance of 400 000 hospital admis- 
sions). 


Support to health systems 


62. There was strong consensus among the participants at 
the meeting concerning the centrality of health systems and 
the need to scale up ART in ways that would strengthen 
health systems overall. Thus, the participants urged that the 
equity analysis consider not only questions of individual 
access to treatment, but also about means of delivery that 
will not harm health systems. Participants noted the many 
forces that are currently undermining health systems. 
These include: increasing privatization and segmentation 
of health care delivery into separate systems for the poor, 
middle-class and rich; the diminishing role of central 
government resulting from devolution to local authorities; 
concentration on acute care as opposed to care for chronic 
conditions; erosion of basic sanitation and nutrition; and 
the impact of the HIV epidemic on human and other health 
resources. 


63. The participants at the meeting noted two sets of oppor- 
tunity costs that would be a part of the implementation of 
ART: those related to other services due to the focus on 
HIV, and those related to health systems as a result of a ver- 
tical implementation of ART programmes. Participants 
stressed the need to be aware of these costs and to decide 
how best to manage them. One participant pointed out that 
these issues were in part related to speed. The greater the 
speed in rolling out ART the greater the potential for 
verticality, the creation of parallel health services, reduced 
integration and support to primary health care, and the 
diversion of human and other resources from other areas. 
Thus, the goal becomes to scale up as fast as possible, while 
avoiding the negative costs associated with speed. 


64. The participants at the meeting noted that the move- 
ment to expand access to ART represents one of the few 
areas in which there is significant political will, commit- 
ment and resources with which to improve public health on 
a global level. As such, it provides a unique opportunity to 
strengthen health systems. It was agreed that ART should 
be delivered in such a way that resources are utilized to sup- 
port essential health services. The participants agreed that 
the best way to strengthen health systems would be to use 
the primary health care approach. 


65. Practical examples of ways of improving health systems 
through the scale-up of ART include supporting strong 
local networks for primary care; setting up systems for pro- 
curement of essential drugs and for their distribution and 
monitoring; strengthening government financial systems 
that support health; addressing the human resource crisIs 
through providing treatment, incentives and salaries for 
health care workers; increasing public accountability; and 
supporting community involvement and the social net- 


works that are so important in ensuring success against the 
epidemic. It was felt that the provision of ART would be 
able to set the stage for advocacy for other diseases and 
health systems, and for this reason the 3 by 5 initiative 
should have a strong advocacy component. 


66. Though it was recognized that providing ART cannot 
“fix” everything, some of the participants felt that 3 by 5 
could be used as a means to accelerate the achievement of 
broad health and social goals. Steps to support these goals 
could include: allocating sufficient and sustainable 
resources for health care; designing health systems in a way 
that responds to various social claims for greater inclusion; 
creating models of finance based on collective social 
responsibility; and building capacity to deliver comprehen- 
sive health care, including treatment for chronic conditions. 
Some participants urged WHO to reclaim moral authority 
in the discussion of health and health systems by moving 
beyond the creation of normative positions on access to 
treatment for individuals and engaging in an active pursuit 
of these goals. One participant suggested that the campaign 
for access to ART be coupled with efforts to attain equity 
and fairness in the globalization process so as to build 
capacity at the macro level for sustained global investment 
in health infrastructure and for dealing with future 
epidemics. Some participants also felt that efforts under the 
3 by 5 initiative should tackle other global constraints, such 
as those resulting from patent laws, debt repayment 
requirements and trade barriers. 


Bartnerships 99 "ie ae 


67. The participants at the meeting stressed the centrality of 
the participation of a broad range of actors in the scale-up 
of HIV/AIDS programmes, including the provision of 
ART. This would include civil society, international agen- 
cies, the private sector and the relevant sectors of govern- 
ments. Consistent with the multisectorial appproach of 
UNAIDS, the participants urged WHO to broaden its con- 
tacts to include those outside of ministries of health. In par- 
ticular, WHO should be prepared to work directly with the 
private sector, nongovernmental organizations and associ- 
ations of people living with HIV/AIDS. Concern was 
expressed that in many developing countries there is very 
little real contribution or involvement from civil society. 
Such involvement must be strongly encouraged and 
supported. 


68. Representatives of WHO reiterated that 3 by 5 is not a 
target that can be reached by the efforts of WHO alone, but 
requires the involvement of many partners and stakehold- 
ers, including WHO, other UNAIDS Cosponsors and the 
Secretariat, governments, people living with HIV/AIDS, 
funding agencies, and the private sector, including busi- 
nesses, private health care providers and pharmaceutical 
companies. How to make participation of all groups mean- 
ingful is still a question that requires an answer. With 
regard to the 3 by 5 initiative, WHO has been exploring how 
processes that involve all the partners can be brought to 
bear in different places and at different levels in different 
countries. 


People living with HIV/AIDS 


69. The participants at the meeting noted the human 
tragedy of thousands of individuals continuing to die of a 
treatable disease, as well as the continuing toll of stigma, 
discrimination and indifference at the hands of communi- 
ties, governments and health systems. The stigma attached 
to HIV/AIDS continues to distort the response of govern- 
ments and communities, including taking the form of 
“blaming” certain groups according to how they became 
infected. Although networks of people living with 
HIV/AIDS are achieving important goals through organi- 
zation and advocacy, it was agreed that the lack of a strong 
voice of people infected and affected is a major issue in 
many countries. Some participants argued that citizens 
should be empowered to recognize that they should receive 
ART as a right. The international community can help out, 
but communities themselves must mobilize to claim the 
human right to receive treatment. 


70. The participants at the meeting noted that currently 
there may actually be more supply than demand for ART 
therapy. This may mean that the greatest initial challenge 
will be recruiting sufficient numbers of people to receive 
treatment, not deciding who will get it. Pointing out that 
need and demand were two different things, some partici- 
pants asked whether a country-by-country estimate had 
been made of the number of people likely to come forward 
for treatment under the initiative. It was also pointed out 
that both need and demand would increase leading, over 
time, from a 3 by 5 scenario to scenarios of “5 by 6” and “9 
by 7”. Participants urged implementers to plan ahead for 
this cumulative demand. 


71. The participants at the meeting stressed that ethical con- 
siderations require that demand for ART be generated by 
ART literacy and health-seeking empowerment so that 
efforts are not limited to those already in the health system 
and/or otherwise privileged. As discussed in the previous 
point, specific efforts have to be made to reach those who 
are not willing or able to seek treatment. Participants 
emphasized that people living with HIV/AIDS are the pri- 
mary stakeholders and should be involved from the outset 
to help to identify and overcome the barriers to health-seek- 
ing behaviour and access, e.g. stigma, discrimination, lack 
of voluntary testing and counselling (VCT), gender, geog- 
raphy, poverty and criminalization. Establishing a fair 
process at all levels, as discussed above, was cited as one of 
the best ways to create equity and ART literacy and demand. 
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Gender 


72. The participants at the meeting recognized the critical 
importance of gender in an epidemic where women now 
account for almost half of all adults living with HIV/AIDS 
worldwide, and for 58% of those living with HIV/AIDS in 
sub-Saharan Africa (see Report on the global HIV/AIDS epi- 
demic. Geneva, UNAIDS, 2002). It was stressed that those 
implementing ART should pay attention to the need for 
comprehensive integration of gender issues — addressing 
the needs of all women and girls. In this regard, it was 
urged that not only should the needs of pregnant and other 
women who attend targeted programmes be met, but also 
that ART programmes address the needs of other vulnera- 
ble women who may not normally be reached. 


73. In particular, HIV/AIDS treatment programmes will 
need to address the barriers faced by women in getting 
access to preventive measures, VCT and other forms of 
treatment. These barriers include discrimination in the 
social, economic, political, education and health spheres, 
violence against women, and harmful traditions and prac- 
tices. These problems are compounded for women living 
with HIV/AIDS. One participant pointed out that questions 
of access to treatment are decided at the family level, and for 
many women and girls, such decisions result in their being 
denied access to treatment. 


74. The participants at the meeting urged that ART pro- 
grammes reach out to women and girls and assist in pro- 
viding access to other social services that would help them 
to address systemic factors that lead to inequality and 
oppression. These might include services that address dis- 
crimination and stigma; legal assistance in matters relating 
to property ownership, credit, divorce, custody and inheri- 
tance: shelter from violence; and economic and education- 
al empowerment. Funding should be targeted to those gov- 
ernmental and nongovernmental entities that provide these 
social services so that they actually provide sufficient help 
to women and girls. It was also urged that indicators be sure 
to capture the gender dimensions of equity in implementa- 
tion of ART programmes. , 


Monitoring and evaluation 


75. Dr Catherine Hankins gave a presentation entitled What 
indicators will be useful in measuring fair access? She pointed 
out that there has been an “epidemic” of HIV/AIDS-relat- 
ed indicators which has resulted in the need for harmo- 
nization to reduce the reporting burden on countries and to 
ensure comparability. In the context of the issues of equity 
and access to ART, verifiable indicators might include: 


» publication and use of guidelines on ethics 
and equity; 


) programme monitoring that includes the collection 


of data on gender, age, socioeconomic status and 
marginalization; 


) national targets being set; and 


D the number of community-based organizations 
and organizations of people living with HIV/AIDS 
that are participating. 


Outcome indicators would include the number of men, 
women and children with advanced infection receiving 
ART. Other efforts could involve monitoring fair process so 
that lessons learned could be used to improve outcomes; 
monitoring implementation of decisions on patient selec- 
tion; mapping baseline access and setting targets, such as 
those related to gender; and developing strategies to reach 
targets. 


76. In the light of the view that those implementing ART 
should be concerned both with equity within the specific 
context of treatment programmes and in a broader health 
context, the participants at the meeting stressed the need to 
monitor how ART is contributing to improvements in: 


D access to treatment within a comprehensive 
response to HIV/AIDS; 


D the overall HIV/AIDS situation; 
D health systems; and 


b delivery of health care generally. 


m2 Gib) 


It was recognized that indicators may differ from one coun- 
try to another depending on problems of equity and access, 
including the actual experience of people receiving the 
ART. A further suggestion was the inclusion of relevant 
national or international baselines and indicators in addi- 
tion to the local ones, reflecting for example, migration of 
personnel from country to country, or within a country and 
from region to region. 


77. The participants at the meeting also stressed that indi- 
cators should be developed and used to monitor and evalu- 
ate decision-making, as well as other elements of fair 
process, at various levels in the implementation of ART. 
This could be a part of a broader effort by governments and 
others to examine accountability and other governance 
issues in health systems. It was recognized that it will be 
necessary to develop and implement a research agenda 
around issues of fair process as a way to allow it to be effec- 
tively implemented and monitored. 


Annex 1 
List of participants 


Dr Antoine Augustin Dr Ndella Diakhate 
President Director-General of the MARCH Foundation Clinical Trial Coach, Specialist in Infectious Diseases 
Petion-Ville Dakar 
HAITI SENEGAL 
Professor Godfrey Banyuy Tangwa Dr Virginie Ettiegne-Traoré 
Associate Professor of Philosophy High Risk Population Program Specialist, 
Yaounde Global AIDS Program, RETRO-CI project 
CAMEROON Abidjan 
IVORY COAST 
Professor Daniel Brock eee Ee 
Department of Clinical Bioethics, Dr Dirceu Greco 
Warren G. Magnuson Clinical Center, Internal Medicine, Head, Infectious Diseases Service, 
National Institutes of Health Chair, Federal University of Minas Gerais Research 
Bathecda Ethics Committee 
UNITED STATES Belo Horizonte 
BRAZIL 


onion ene etaeensnnteeetesseei SSS esses etececeamcaertettenecmmaeten sist 


Dr John Broome eee EE 
White’s Professor of Moral Philosophy, Dr Anand Grover 


University of Oxford Lawyers Collective HIV/AIDS Unit, 
Pitord Programme Management Unit 
Mumbai 


UNITED KINGDOM 
Se INDIA 


Dr Edgar Carrasco ae a 
Director General, Accion Ciudadana Ms Safia eaRaemenneseln 


Contra el SIDA — ACCS! Unit of Support to Community-based Interventions, 
Caracas Ministére de la Sante 
VENEZUELA Djibouti 


. a REPUBLIC OF DJIBOUTI 


Dr Alex Coutinho ee eee 


Executive Director, The AIDS Support Dr Keith Josepa BMtedical School Facuiey aan 
Organization (TASO) Instructor, Harvard Medical Scnool, Faculty Physician, 


Department of Social Medicine and Health 


Kampala Inequalities, Harvard Medical School, Brigham 
UGANDA and Women’s Hospital, Physician, Partners in Health 
oe ET New York 
Professor Norman Daniels | UNITED STATES 
Professor of Ethics and Population Health, cee —— — 
Department of | oneal ane nt Health, Dr Mohamed Ali Kamil 
sui School of Public Hea Ministre de la Santé, Ministére de la Sante 

oston 


Djibouti 


UNITED STATES REPUBLIC OF DJIBOUTI 


Dr Mandeep Dhaliwal (Co-Chair) 


Co-ordinator Care and Impact Mitigation, 
International HIV/AIDS Alliance 


Brighton 
UNITED KINGDOM 


Dr Julia Kemp 

Coordinator, EQUI-TB Knowledge Programme 
Lilongwe 
MALAWI 

Dr Rene Loewenson 

Director, Training and Research Support Centre, 
Regional Network for Equity in Health 

in Southern Africa (EQUINET), TARSC 

Harare 

ZIMBABWE 


SEEN REREAD ET TTT TT TT TT ETOP TT 


e . ~ ierieed ssencreneenseromniie 
nn ice eecet en RDEEEE sccssnctisinsettstasntneon tee tereasme oot esr aeRN RNAS 


Professor Ruth Macklin 
Department of Epidemiology and Population Health, 
Albert Einstein College of Medicine 

New York 
UNITED STATES 
Dr David McCoy 
HIV/AIDS Treatment Theme Coordinator 

for the Network on Equity in Health in South Africa / 
Senior Research Consultant to Health Systems 

Trust (South Africa) 
London 

UNITED KINGDOM 
Dr Mitra Motamedi 


National Program Manager for HIV/AIDS, 
Centre for Disease Control, Ministry of Health 
and Medical Education 
Tehran 

ISLAMIC REPUBLIC OF IRAN 
Dr Thabale Jack Ngulube 
Special Advisor, Center for Health, 
Science and Social Research 
Lusaka 

ZAMBIA 


mete rrintneamenmmonencnteetiriit nom 


cst tenes ete eta hanson msaamaRe ED 


MONE BUSI SITRER ENS IEA PR REDON LEASE SE EONAR ERR 


SLR aaa Sm tre ESS tetera 


SURE REAM HAA 


Professor Charles Ngwena (Co-Chair) 


Department of Constitutional Law, 
University of the Free State 


Bloemfontein 
SOUTH AFRICA 


PAs 


Mr El Khair Osman 

Chairman of the Sudanese PLWHA 
Khartoum 

SUDAN 

Dr Praphan Phanuphak 

Director, Thai Red Cross AIDS Research Centre 
Bangkok 

THAILAND 

Mr Igor Ptchelin 

“AIDS infoshare”, Coordinator of PLWHA Programmes, 
Editor-in-Chief of Magazine for PLWHA Members, 
Advisory Council of Russian Ministry of Health 
Moscow 

RUSSIAN FEDERATION 

Dr Ruotao Wang 

Chair of the Institutional Review Board 

in the Chinese National Centre for STD/HIV 

Control and Prevention 

Beijing 

CHINA 


CSA SEO TTR 


GLOBAL FUND 
Elhadj Sy 

Regional Director 
Geneva 
SWITZERLAND 


UN ORGANIZATIONS 

INTERNATIONAL LABOUR ORGANIZATION (ILO) 
Marie-Claude Chartier 

Legal Officer, International Labour Office 
Geneva 

SWITZERLAND 


UN OFFICE OF THE HIGH COMMISSIONER 
FOR HUMAN RIGHTS (OHCHR) 


Lisa Oldring 

Assistant to Special Rapporteur on the Right to 
Health, Research and Right to Development Branch, 
UN Office of the High Commissioner for Human 
Rights 

Geneva 

SWITZERLAND 

UNITED NATIONS CHILDREN'S FUND (UNICEF) 
David James Alnwick 

Regional Adviser, HIV/AIDS, 

UNICEF Eastern & Southern Africa, Regional Office 
Nairobi 

KENYA 


Ace p25 ea ORME 


Srdan Matic 

Regional Adviser for STI/HIV & AIDS 
Copenhagen 

DENMARK 


=e ere et te PEEPS TE COE TESST SEE HS sriceirtcotens recevenannneoarnnt 


UNAIDS 

Janet Fleischman 

Global Coalition on Women and AIDS 
Takoma Park, MD 

UNITED STATES 


Sofia Gruskin 


Chair, UNAIDS Global Reference Group 

on Human Rights, Associate Professor of Health 
and Human Rights, Department of Population 
and International Health 


Boston, MA 
UNITED STATES 


Susan B. Timberlake (Rapporteur) 
Athens, GA 
UNITED STATES 


UNAIDS SECRETARIAT 
¢ Marika Fahlen 


e Julian Fleet 


e Catherine Hankins (Co-Chair) 


e Jantine Jacobi 


e Noerine Kaleeba 


e Miriam Maluwa 


Geneva 
SWITZERLAND 


WHO SECRETARIAT 


DIRECTOR-GENERAL'S OFFICE 
e Michel Jancloes 
e Jim Kim 


SUSTAINABLE DEVELOPMENT AND HEALTHY 
ENVIRONMENTS 


Kerstin Leitner 
Assistant Director-General 


sac Nc 


a ue mere a TIEN 


Department of Ethics, Trade, Human Rights, 
and Health Law 

¢ Alex Capron (Director) 

e Anne Newson 

e Helena Nygren-Krug 

¢ Andreas Reis 

e Annette Schulz-Baldes 

¢ Jason Sigurdson 

¢ Verina Wild 


Department of MDGs, Health and Development Policy 
¢ Andrew Cassels (Director) 

« Rebecca Dodd 

¢ Carole Emery 

¢ Corynne Harvey 

« Amine Kébé 

¢ Alaka Singh 

« Eugenio Villar 


20 


Department of Cooperation and Country Focus 
Cristina Nogueira 


sts sevssove snoxnensunemmts immense RAST NEAT LL SASS NS 
cusses em aS DA SONIDO SSH 


Coordination of Macroeconomics and Health 
Support Unit 
¢ Sergio Spinaci 


si eR SEEN TENS TENE CTE isso RRNSS ENESCO SESSION ESSENSE 
a er meses 


HIV/AIDS, TB AND MALARIA 
Jack Chow 
Assistant Director-General 


ee TEE FT ES EEL RE TT TT TT 


iment of HIV/AIDS 
¢ Paulo Teixeira (Director) 
e Andrew Ball 

e Samantha Bolton 

e Halima Dao 

* Isabelle De Zoysa 

e Charlie Gilks 

e lan Grubb 

e Naisiadet Mason 

¢ Craig McClure 

¢ Thierry Mertens 

e Badara Samb 

¢ Yves Souteyrand 

e Peter Weis 


Seth MCS RE SETS SEH ESSIEN RLS OMEN 
ns scent RS RSLS EEN ERLE RELL 


NONCOMMUNICABLE DISEASES AND 
MENTAL HEALTH 


Department of Management of Non 
Communicable Diseases 


¢ Angela Ballantyne 


REAR A IAN LES OO LEDER ERLE OE rented sass 
LEH Sa SSSA OE SSE ERSTE 


COMMUNICABLE DISEASES 


Department of Communicable Disease Control, 
Prevention, and Eradication 


e Mazuwa Banda 


NAKAO SER EEE 


nin eran 


SSE SSS PROS SECS SDR ISSN CES EH POSE ESS AS 


EVIDENCE AND INFORMATION FOR POLICY 
* Robert Beaglehole 

° Alexander Irwin 

° Jeanette Vega 


Sabre RUSE 


Department of Health Financing and Stewardship 
e Dominique eer" 


scandens theetetheisintsteteeReMSSNGRSRSSN eC OHH THRO eessisnespetecemceitneieneeec ene ROR 


Department of Health Syste Policies and ee 
¢ Virginia O'Dell 


stents sees si OMUCUOMASLAASi DS SSEHAMAAS LSS SNORE LAM EIST LAAN BUB EES SIASE RACE LEE EK 


FAMILY AND COMMUNITY HEALTH 
Department of Gender and Women's Health 
e Claudia Garcia-Moreno 


eee eames esecneneseceeso 


_siceeesesoecasceeeesesiit BLEUE LA LUBE BE OLLIE ECE 


Department of Reproductive Health and Research 
e Katharine eo 


ences 4S ESET SUE STALIN S RMSE 


HEALTH TECHNOLOGY AND PHARMACEUTICALS 
Department of Essential Drugs and Medicines Policy 
e Peter Graaff 


LARUE REELED TRRREEEBESRSHELEE 


COUNTRY OBSERVERS 


Filloreta Kodra 

ALBANIA 

Dalal Soltani 

ALGERIA 
Alicia Maat 

BELIZE 

Bienvenu Accrombessi 

BENIN 


_aatrasisacomsesirmestaes 


ARE OE SSSR SB RETO EEE OIA 


OES SESSLER SUES NESOUSEBU POLE SSS SUS ESSE EEE EOE SE SRST LEAL ELEC EEL LTE ENE ELODIE ALI EEL ETO 


Maja Adamac 
CROATIA 


ev eooentagen ert MRT OTL ICEL CUPID NRO AH Ae amano toscana ono ensecontn 


Saleh Banoita Tvueals 
REPUBLIC OF DJIBOUTI 


Ne EERIE AO SNP ISN 


POET LIDS TENET POI EASES NNSA LEESON STEERS EEO OS AER 


Magaly Bello de Kemper 
DOMINICAN REPUBLIC 


Marc Guerrier 
FRANCE 


M. Angone Abena 
GABON 


Ingo von Voss 
GERMANY 


Sybille Rehmet 
GERMANY 


Matilda Alomatu 
GHANA 


Anne-Marie Colandrea 
HOLY SEE 


Agung Cahaya Sumirat 
INDONESIA 


Natalia Quintavalle 
ITALY 


Laura Pecoraro 
ITALY 


Daniarov Ulan 
KYRGYZSTAN 


Guna Vitola 
LATVIA 


Dulce Valle 
MEXICO 


Siham Bouassa 
MOROCCO 


Monique Middelhoff 
NETHERLANDS 


Turid Kongsvik 
NORWAY 


Nikolay Fetisov 
RUSSIAN FEDERATION 


Daisy Mafubelu 
SOUTH AFRICA 


Pia Stavas 
SWEDEN 


Martine Berger 
SWITZERLAND 


Huryin Ergani 
TURKEY 


Carole Presern 
UNITED KINGDOM 


David Hohman 
UNITED STATES 


Jacob Gayle 
UNITED STATES 


Love Mtesa 
ZAMBIA 
Alfonso Zulu 
ZAMBIA 


Annex 2 
List of background papers 


The three papers prepared for the consultation are available 
for download from the WHO ethics and health web site, 
www.who.int/ethics/. 


» Ruth Macklin, Ethics and equity in access 
to HIV treatment: “3 by 5” initiative (2003) 
http://www.who.int/ethics/en/background-macklin.pdf 


» Norman Daniels, How to achieve fair distribution 
of ARTs in “3 by 5”: fair process and legitimacy in patient 
selection (2003) 
http: //www.who.int/ethics/en/background-daniels.pdf 


») Pro-Poor Health Policy Team 
(POV/HDP/SDE/WHO), “3 by 5”, priority in treatment 
and the poor (2003) 
http://www.who.int/ethics/en/background-pro-poor.pdf 


29 


ISBN 92 4 159233 8 


WORLD HEALTH ORGANIZATION 

Department of HIV/AIDS 

20, avenue Appia — CH-1211 Geneva 27 — SWITZERLAND 

E-mail: hiv-aids@who.int — http://www.who.int/hiv/en 9° 789241 "592338 


For further information, contact: | 


